As the number of kidney transplants continues to rise, so does the number and complexities of surgical-related complications, which may be associated with increased morbidity and potentially graft loss. Ureteral stenosis, the most prevalent urological complication, may require diverse techniques for surgical correction depending on several recipient and graft abnormalities. Here we report the surgical and clinical outcomes of a 62-year-old man with a posttransplant pyeloureterostomy stricture successfully treated with ureterocalicostomy after a lower pole nephrectomy.
Although the resection of renal parenchyma may prevent a stenosis recurrence, surgeons can be reluctant to use this strategy due to the possible negative impact on renal function. We highlight some key steps of the surgical technique to prevent unnecessary allograft lesion and present short-term outcomes, suggesting that this rarely described procedure is a safe and effective alternative treatment for kidney transplant recipients with pyeloureterostomy stenosis.
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| C A S E DE SCRIP TI ON
The patient was a 62-year-old white man with ESRD due to systemic arterial hypertension who received a deceased donor kidney transplant on February 8, 2015 . The patient had bilateral iliac vein thrombosis secondary to previous dialysis catheters, so the graft renal vein was anastomosed to the inferior vena cava. A pyeloureterostomy using the recipient's ipsilateral native ureter was the chosen method for the urinary tract reconstruction because the allograft's ureter was relatively short for a primary ureteroneocystostomy without tension due to an ischemic distal segment. Furthermore, the patient by progressively removing the parenchyma until the lower pole calyx was widely and sufficiently exposed to perform an anastomosis without tension, with minimal tissue resection (Figures 2A,B) . A selective parenchymal clamping was utilized to control the bleeding and to reduce renal ischemia area and time, avoiding dissection and temporary clamping of the hilum (Figure 2A ). Finally, a tensionfree, widely spatulated, mucosa-to-mucosa anastomosis using 
| D ISCUSS I ON
Renal transplantation is considered the treatment of choice for ESRD, providing better quality of life, less economic impact, and reduced mortality when compared to other renal replacement therapies such as dialysis. [1] [2] [3] The number of patients listed for kidney transplantation is not followed by a proportional number of donors (deceased or living), so every effort to salvage an allograft should be attempted.
Ureteral stricture is the most common urologic complication after kidney transplantation. Different risk factors have been identified, such as donor age, presence of multiple renal arteries, excessive dissection of the peripelvic fat, cold ischemia time and a F I G U R E 1 Retrograde pyelogram shows stenosis of the pyeloureterostomy (arrow) by the lack of contrast filling the pyelocaliceal system. In addition, the guide wire didn`t advance through the anastomotic region [Color figure can be viewed at wileyonlinelibrary.com] stentless anastomotic technique. [8] [9] [10] [11] [12] Due to the relative high risk of complications associated with the surgical management of proximal ureter strictures, such as late pyeloureteral stenosis after kidney transplantation, the standard treatment option in our center for this condition is DJ stent placement with regular exchanges. This approach is usually well tolerated by our patients and associated with a 
| CON CLUS ION
Ureteral stenosis is a prevalent complication after kidney transplantation, and all kind of different reconstructive methods should be attempted to prevent an allograft nephrectomy. We presented a clinical case treated with a refined surgical technique, rarely reported in the previous literature, with very good shortterm results.
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